21. Jackson N, Atar D, Borentain M, Breithardt G, van Eickels M, Endres M, Fraass U, Friede T, Hannachi H, Janmohamed S, Kreuzer J, Landray M, Lautsch D, Le Floch C, Mol P, Naci H, Samani NJ, Svensson A, Thorstensen C, Tijssen J, Vandzhura V, Zalewski A, Kirchhof P. Improving clinical trials for cardiovascular diseases: a position paper from the Cardiovascular Round The left atrial appendage (LAA) represents one of the major sources of cardiac embolism, responsible for either transient or permanent cerebrovascular accidents in patients with atrial fibrillation (AFib). The LAA morphologies are variable, according to the shape of the neck and the body. Leaks following incomplete surgical and transcatheter left atrial appendage occlusion are an emerging topic which should be adequately visualized. The effective exclusion represents still nowadays a challenge and could be misdiagnosed at conventional imaging. We report the image of an incomplete LAA exclusion, documented several years after mechanical mitral valve replacement, and AFib surgery. The 57-year-old gentleman underwent percutaneous radiofrequency touch-up for relapsing tachyarrhythmias and thanks to the fusion of the electroanatomic mapping (CARTO 3 mapping system-Biosense-Webster w Diamond Bar, CA, USA-Panel A) images and the cardiac CT reconstruction, a patent LAA with residual neck at the base was diagnosed. This iatrogenic pathology was misdiagnosed at classical bidimensional transoesophageal echo imaging, in which evident signs of flow were not detected at the colour-Doppler analysis (arrow-Panel B). Oral anticoagulants management should be carefully evaluated in this clinical setting with persistent flow in the LAA, because of the invariable high risk of stroke in the patients with incomplete exclusion (see Supplementary material online).
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